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PLAN OF CORRECTION
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§11-100.1-10 Admission policies. (a)

Type | ARCHs shall admit residents requiring care as
stated in section 11-100.1-2. The level of care needed by
the resident shall be determined and documented by that
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be
obtained prior to a resident’s admission to a Type | ARCH
and shall be made available for review by the department,
the resident, the resident’s legal guardian, the resident’s
responsible placement agency, and others authorized by the
resident to review it.

FINDINGS
Resident #2 — No level of care on file.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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obtained prior to a resident’s admission to a Type | ARCH
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FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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§11-100.1-13 Nutrition. (1)

Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type | ARCHs
licensed to provide special diets may admit residents
requiring such diets.

FINDINGS

Resident #1 — Physician ordered “no concentrated sweets”
on 5/15/2019. No documentation that the diet order was
clarified with the physician.
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811-100.1-15 Medications. (m)

All medications and supplements, such as vitamins,
minerals, and formulas, when taken by the resident, shall be
recorded on the resident's medication record, with date,
time, name of drug, and dosage initialed by the care giver.

FINDINGS
Resident #1 — Physician ordered to decrease Insulin from 13
units to 11 units on 12/28/2018. Per medication

administration record, physician’s order was reflected on
1/1/2019.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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811-100.1-23 Physical environment. (g)(3)(1)
Fire prevention protection.

Type | ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type | home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type | home provided that either:

FINDINGS

There were three (3) non-self preserving residents residing
in the home.

PCG submitted a waiver request in writing with supporting
documents to at the time of annual inspection.
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